Results: All participants in both groups (n=31) completed the study. Because of such a small sample size (n=28) and a pilot nature of the study we were restricted to use descriptive statistics. The quantitative data suggest that DMT and SC were not equally effective in enhancing primary outcomes. Analysis of the PANSS mean score changes showed a slight increase in the negative symptom in the DMT from 28.33 ± 4.76 to 29.00 ± 4.10, and slight decrease in the SC from 28.92 ± 5.72 to 27.08 ± 5.64. BNSS scores indicate that both groups improved. SC participants reported grater reduction on BNSS overal score from 53.31 ± 11.48 to 47.77 ± 8.10 in comparison to DMT from 53.07 ± 7.27 to 51.93 ± 6.18. However, DMT participants reported reduction of symptoms in distress, antisocial activity, avolition and verbal expression. Analysis of WHO-DAS suggests that DMT was effective in reduction of disability severity compared to SC. DMT participants reported grater improvement in cognition, mobility, self-care, and getting along. Both groups reported reduction of the impact of difficulties on daily functioning on SDS, however DMT participants reported a greater reduction in days during which they were completely unable to perform or had to limit their usual activities or work due to symptoms. In the SC, the results suggest a reduction in the number of days lost and days of lower productivity. Qualitative findings identified participants' experiences and the most important themes related to benefits of the DMT intervention: enhanced activation, motivation, socialization, and self-awareness. Discussion: Results of this study contribute to knowledge about bodybased interventions for schizophrenia and indicate that DMT had an effect on participants psychosocial functioning and coping with negative symptoms. Integration of quantitative and qualitative data provides a wider perspective by gaining a better understanding of the treatment outcomes and explaining inconclusive results. Findings of this study set the stage for larger fully powered research, examining intervention methods and procedures, as well as treatment effects, more thoroughly. Background: In order to extract the most powerful predictive models from data collected within the PRONIA study, diverse information sources must be combined. PRONIA aims to combine information from a range of study sites across Europe as well as from a diverse range of information sources. For each subject, neurocognitive, neuroimaging and clinically observed data has been collected that is intended to provide the basis for the development of predictive models for use in individualised diagnosis and prediction. However, as yet it is unclear as to which elements (or combination) of the measured data provide optimal predictive capacity and which features will generalize best. Methods: In order to combine data from a diverse range of sources a number of approaches may be considered. While it is initially attractive to concatenate the features gathered from each modality, this approach is problematic in two ways. Not only do the appropriate pre-processing steps differ between modalities, but the high dimensionality of imaging data (in comparison to neurocognitive measures) may alter the way each modality contributes to the decision function during learning. Instead, we investigate more simplistic learning approaches in an initial step that produces a single outcome for each modality considered. In a second step these outcomes are combined to generate a final estimate of the target class. In this investigation neurocognitive and neuroimaging data, collected as part of the PRONIA study, were considered as features for prediction of
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Background: In order to extract the most powerful predictive models from data collected within the PRONIA study, diverse information sources must be combined. PRONIA aims to combine information from a range of study sites across Europe as well as from a diverse range of information sources. For each subject, neurocognitive, neuroimaging and clinically observed data has been collected that is intended to provide the basis for the development of predictive models for use in individualised diagnosis and prediction. However, as yet it is unclear as to which elements (or combination) of the measured data provide optimal predictive capacity and which features will generalize best. Methods: In order to combine data from a diverse range of sources a number of approaches may be considered. While it is initially attractive to concatenate the features gathered from each modality, this approach is problematic in two ways. Not only do the appropriate pre-processing steps differ between modalities, but the high dimensionality of imaging data (in comparison to neurocognitive measures) may alter the way each modality contributes to the decision function during learning. Instead, we investigate more simplistic learning approaches in an initial step that produces a single outcome for each modality considered. In a second step these outcomes are combined to generate a final estimate of the target class. In this investigation neurocognitive and neuroimaging data, collected as part of the PRONIA study, were considered as features for prediction of clinically observed global function, measured at the same time-point. Each neurocognitive test, applied as part of the PRONIA battery, was considered as an independent modality, as were each of a range of MRI-based neuroimaging measures (from structural, functional and diffusion imaging). Support Vector Classification (SVC) was conducted for each modality, with the target class defined as a score of 65 or less on the Global Assessment of Function. Both linear classification and the use of radial basis functions were explored within the initial modality-independent learning phase as well as during modality fusion as part of the second learning phase. Repeated, nested, cross-validation was employed in both stages in order ensure robust estimates of generalisation. Results: Because each modality is reduced to a single measure in the first stage, each can contribute on an equal basis to the predictive outcome in the second while allowing inter-modality interaction. While SVC models do not naturally provide probabilistic outcomes, the distance of each point to the separating hyperplane can be scaled to represent the relative class probabilities. Predictions obtained at the first stage not only provide for the second phase of learning, but also provide a means to assess each modality for predictive accuracy. Correlations between the predictions from each mode provide information as to which combination of data may contribute constructively to the final outcome while learning approaches within the second phase can also be used to identify the most useful predictors. Discussion: The two-stage learning framework provides a useful approach to learning that allows assessment of each separate data stream as well as the fused-prediction outcome. The contribution of each data stream to the final prediction may be explored while interactions between data streams can also be contextualised. However, more subtle interactions between data, particularly at the initial input stage, may be difficult to observe and so the extension of this approach to more structured data-fusion and is considered. 
F241. DEVELOPMENT AND VALIDATION OF THE

Bakirkoy Ruh Sagligi ve Hastaliklari Hastanesi
Background: Social functioning is generally defined as having profound and qualitative interpersonal relations, and meeting the expectations and defined roles in society. Determining the level of the social functioning is important especially for people with schizophrenia that proceed with disabilities. Main dimensions of the social functioning are 1) Self-care, 2) Independent living, 3) Interpersonal relationships (family, friends, neighbors, etc.), 4) Leisure time and recreation, and 5) Occupational activities like school or job. The purpose of this study was to develop a culturallysensitive, user-friendly scale that could assess the social functioning of the people with schizophrenia. Methods: After examining the studies assessed social functioning in people with mental illnesses, an original 50-item scale was formed. Habits of 425 people living in the community was examined with this form so as identifying the prevalence and frequency of behavior patterns related with social functioning in Turkish community. Regarding the findings of that study, 28-item scale was formed that assess the social functioning of the patients. New form was given to 25 patients, and items which was difficult to comprehend were reevaluated and the scale was finalized as Social Functioning Assessment Scale. One hundred and thirty outpatients with schizophrenia or schizoaffective disorder were given a sociodemographic form, Social Functioning Assessment Scale (SFAS), Clinical Global ImpressionSeverity (CGI-S), and Global Assessment of Functioning (GAF). At the Poster Session II S317 same time, Social Functioning Scale (SFS) and SFAS was given to the relatives of the patients who live together. For reliability analyses; internal consistency coefficient, item-total correlation, and split-half reliability was assessed. For validity analyses; explanatory factor analysis, and convergent validity were examined via Spearman correlation.
Results:
The data from 104 patients with schizophrenia and 26 with schizoaffective disorder whose 75% were males, 69% were single, mean age was 37, the level of education was 10 years was examined. The average onset of the illness was 23 years, and the duration of illness was 14 years. Cronbach's alpha coefficient for SFAS total score was .83, and for factors were between .69 and .77. Split-half reliability coefficient of SFAS was .73. There was a satisfactory correlation between SFAS filled by patients and by relatives (r=.60, p<0.001). For factor analysis, Kaiser-Meyer-Olkin value was .78, and Barlett test was significant (p<0.001). In explanatory factor analysis, SFAS was found to be compose of three factors (self-care, interpersonal relationships and recreation, independent living) and that they can explain 45% of the total variance. Nine items were omitted because of having lower factor value than .40. Self-care factor had 7-item, interpersonal relationships and recreation factor had 7 items and independent living factor had 4 items. Occupational life could not get in any of factors; however, since it was very important for social functioning, it was added to the scale as fourth factor. SFAS total score was correlated with PANSS negative subscale (r=-.35, p<0,001), PANSS-total (r=-.29, p<0,001), CGI-S (r=-.33, p<0,001), GAF (r=.28, p<0,001) and SFS total score (r=.52, p<0,001). Discussion: Regarding the findings of the study, SFAS was considered a culturally-sensitive, easy-to-use, and valid instrument that objectively assesses the social functioning of the patients with schizophrenia in Turkey. Background: A history of childhood adversity is known to be associated with psychotic disorder as well as subclinical psychotic-like experiences. This study aimed to examine the relationship between specific types of childhood adversity and psychotic-like experiences in a general population sample, and to determine the predictive role of psychological resilience, coping style and perceived social support. Methods: An online survey was conducted with a US-based general population sample of 748 participants (aged 18 -35 years) using Amazon's Mechanical Turk (an online crowd-sourcing service). Participants completed the following validated measures: the Adverse Childhood Experiences Questionnaire (ACE-Q) as a measure of childhood adversities, the Prodromal Questionnaire (PQ-16) as a measure of psychotic experiences, the Brief Resilience Scale (BRS) measuring level of psychological resilience, the Brief COPE Scale as a measure of predominant coping style, the Multidimensional Scale of Perceived Social Support and the Neighbourhood Cohesion Scale. A series of backwards stepwise hierarchical regression analyses was employed to determine predictors of PQ-16 score. Results: Participants reported an average of 2.99 attenuated psychotic symptoms (from a total of 16 on the PQ-16), and an average of 2.77 childhood adversities (from a total of 10 on the ACE-Q). In the final regression model, which explained 33% of the variance in PQ-16 score, the specific types of childhood adversity which significantly predicted PQ-16 score were verbal abuse, sexual abuse and physical neglect. Level of resilience and coping via emotional support were significant negative predictive factors of PQ-16 score. The coping styles of self-distraction, denial, substance use, venting, religion and self-blame were significant positive predictors of PQ-16 score. Perceived social support and neighbourhood cohesion were not significant predictors. Discussion: The results of this study add support to the relationship between history of childhood adversity and psychotic-like experiences in the general population. Our data suggest that a differential effect exists dependent on the specific type of adversity (the strongest observed effect was for physical neglect). These findings highlight the need for routine clinical enquiry regarding childhood trauma for patients experiencing attenuated psychotic symptoms. We also found that psychological resilience and coping style were important predictive factors in this relationship (whilst perceived social support and neighbourhood cohesion were not). These may represent possible avenues for psychosocial augmentative interventions in the early stages of the psychosis continuum.
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